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Received 16 May 2018; Revised 2 November 2018; Accepted 22 November 2018; Published 2 January 2019
Academic Editor: Hartmut Göbel
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Background. Pain prevalence would increase as the population grows older, but the exact prevalence rate is not apparent in Iran.
Objectives. This study, therefore, set out to reveal the prevalence of pain, especially neuropathic type and explore its associated
comorbidities among Iranian older adults in a large urban population-based survey.Methods. 5326 older people, aged ≥ 60 years,
were randomly chosen by a multistage, cluster sampling method.The selected people then were interviewed by using the following
instruments: a standard questionnaire about pain, questions of interviewpart of Douleur Neuropathique 4 Questions (DN4) and its
comorbidities, GHQ-28, and a sociodemographic checklist. Descriptive statistics and multiple regression analysis were conducted
to analyze the gathered data. Results. The average of the participants’ age was 68.92 ± 7.02 years. Of 5326 participants, 2529 (47.5%)
of participants were male. About one-third of this population had chronic pain. Chronic neuropathic pain prevalence was 13.7%
and nociceptive in 30%. Knee pain (20.6%) and feet dysesthesia (7.8%) were the most common sites of nociceptive and neuropathic
pain, respectively. Results of multiple regression analysis revealed that the major comorbidities of chronic pain were osteoporosis,
disability, diabetes mellitus, and stroke. Neuropathic pain experiences were significantly associated with GHQ-28 scores (t=-11.42,
P<0.001). Conclusions. In addition to neuropathic pain, other subtypes of pain prevalence and the comorbidities are determined in
the community-dwelling elder adults. This study highlights the importance of neuropathic pain and its adverse consequences and
can be used to manage this populations’ needs in Iran effectively.
1. Background
International pain association has defined the pain as an
experience, sensory, and emotional, that is related to damage,
actual, or potential [1]. Pain can be classified according to its
pathophysiology into nociceptive pain, neuropathic pain, and
pain without a known somatic background [2]. Neuropathic
pain is a result of damage to the nervous system, but the
nociceptive pain is a result of injury to nonneural tissues
when nociceptors are activated [3]. In population-based
studies, neuropathic pain has been more severe than other
types of pain [4–6], and it is important to identify patients
with neuropathic pain and neuropathic components because
conventional analgesic treatment may be less effective in
older adults [7, 8]. Some scientists believe that pain is a
subjective experience [9].Therefore, personal reports of pain
can act as a channel to ease the information sharing between
professionals and patients [10]. Older people are a specific
population for researchers and clinicians who deal with pain;
as their prognosis is often less favorable, their independence
is gradually lost and too much comorbidities [11, 12].
There are some studies with complaints of daily pain by
half of the older participants [13]. According to a plethora of
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studies that tried to reveal the effects of pain on functioning
aspects, the prevalence of functional limitations among older
adults ranges from 10 to 61% [14–17]. Such a variability in
frequencies may be because of methodological differences,
participants’ features, and cultural specificities [18, 19]. The
International Classification of Functioning (ICF)model gives
us a framework that can be used to recognize normal func-
tioning from abnormalities [20]. According to this model,
functioning at individual and societal levels can be estimated
by activities and participation domains, respectively. In clin-
ics, healthcare professionals should measure the aspects of
functioning covered by these two domains; these measures
can help in better management and alleviation of pain and its
comorbidities [21].
Multiple comorbidities serve as hallmarks in geriatrics.
Estimates of comorbidities prevalence may differ depending
on the target population and the measures used, but most
of the older people suffer from, on average, four or more
comorbid health problems [22, 23]. In fact, common old age
disorders like cardiovascular diseases, stroke, diabetes mel-
litus, obesity, cognitive impairment, anxiety, and depression
are associated with pain. Also, the relationship between pain
and disability might be related to its coexisting comorbidities
or a consequence of pain [24–28].
The population of older people is growing globally, faster
than the growing of population as a whole [29]. According
to some estimations, the proportion of individuals aged > 60
years in Iran will have increased from 8.2 to 20% by 2020
[30]. Current literature about pain and comorbidities among
Iranian older adults lacks consistency regarding definitions
[31–33]. A wide and loosely specified array of variable are
used to define pain and comorbidities [34]; this matter makes
it difficult to compare the results. The current research con-
tributes to knowledge by addressing two significant issues,
determining the prevalence of chronic pain (neuropathic and
nociceptive) in specific parts of body and its comorbidities in
elder population of an urban area of Iran.
2. Methods
2.1. Design and Participants. Pooled data was derived from
the second round of a large population-based survey, which
was conducted in 22 districts of Tehran, the capital of
Iran, in 2013-14. Face-to-face interviews were conducted in
participants’ houses by trained interviewers to gather the
required data [35].
2.2. Sampling. To select the participants, we used amultistage
random sampling method as follows. First, the city districts
were taken as strata. Second, 200 clusters were randomly
chosen in each zone. Finally, eight households were selected
in each cluster using a systematic random sampling method.
All household members were treated as primary sampling
units. Using Cochrane formula, the sample size in each
district was estimated to be 1535 families. However, to control
for sampling errors and reach to higher precision, the sample
number was increased to 1600 households in each district,
regardless of their population size. The sample size, in total,
was 34116 households comprised of 118542 individuals from
22 districts and 368 neighborhoods [36]. A total of 5326
individuals aged ≥ 60 years were included into the study.
Other details of the sampling process are covered in our
previous work [37].
2.3. Instruments. A sociodemographic checklist including
questions about age, gender, marital status, education, occu-
pation, weight, and height was completed by the participants.
Mental wellbeing of the participants was assessed by Gen-
eral Health Questionnaire-28 (GHQ-28). The GHQ-28 was
developed to assess psychosocial functioning of people and
has been validated by clinical assessments [38]. GHQ-28 is
a valid and reliable psychiatric screening tool among Iranian
older adults [39].
All the participants were interviewed using a specific
questionnaire about pain (present, last year, chronic pain,
and pain-related appointment with a physician) and their
comorbidities. The questions and the definition of disability
are described elsewhere [37]. Various types of pain were
defined as follows: chronic pain (a pain that lasts for more
than three months), neuropathic pain (questions of interview
part of Douleur Neuropathique 4 (DN4) pain characteristics:
burning, painful cold, electric shock, and associated symp-
toms: tingling, pins and needles, numbness, and itching),
and nociceptive pain (pain originated in a specific part of
body without above-mentioned characteristics). The DN4
questionnaire was originally developed and validated in
French by Bouhassira et al. in 2005, which is one of the most
widely used questionnaires [40]. It is a clinician-administered
questionnaire consisting of 10 items. Seven items related to
pain quality (i.e., sensory and pain descriptors) are based on
an interviewwith the patient, and 3 items based on the clinical
examination are related to the presence or absence of touch
or pinprick hypoesthesia and tactile allodynia [41]. Experts
assessed the questionnaire, and its face and content validity
were proven by a panel of national experts from various
disciplines [42] also, the same Persian version of interview
part of DN4 used for validation and reliability later [43].
2.4. Data Analysis. Data obtained from the questionnaires
were initially analyzed by descriptive statistics. Data analysis
was conducted using SPSS-20 (Armonk, NY: IBM Corp.).
Independent t-test, chi-square test, and multiple regression
(Enter method) were used to test associations between the
variables.
3. Results
A total of 5326 older adults participated in the study. The
mean of participants’ age was 68.92 ± 7.02 years (Range: 60-
90, SE: 0.096). Sociodemographic features of the sample are
presented in Table 1.
Table 2 demonstrates the prevalence of pain by location
in the study sample.
The findings revealed that 70.8% of participants reported
pain and 31.7% had chronic pain in one specific part of the
body. The rates of chronic neuropathic and nociceptive pain
prevalence were 13.7% and 30%, respectively. Results of mul-
tiple regression revealed that the significant comorbidities
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Table 1: Sociodemographic characteristics of the sample.
Variable N = 5326
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< 20 97 1.8
20-25 2263 42.5
25-30 2087 39.2
> 30 879 16.5
of chronic pain (neuropathic and nociceptive) were osteo-
porosis, disability, diabetes mellitus, and stroke (Table 3).
The findings highlighted that the 86% of older adults had
appointments with a physician for their pain.
There is a significant statistical difference between male
and female regarding chronic pain experiences, both neuro-
pathic (P<0.001, X2= 45.525) and nociceptive (P<0.001, X2=
61.178), which means that female is more affected than male.
According to the findings, there was no significant rela-
tionship between pain and sociodemographic characteristics
(i.e., age, marital status, education, occupation, and Body
Mass Index (BMI)).
In terms of GHQ-28 scores, the authors found a signifi-
cant difference between those participants with and without
pain, both neuropathic and nociceptive (Table 4).
4. Discussion
This study aimed to estimate the prevalence of neuropathic
pain and explore its associated comorbidities among Iranian
older adults in a large population-based survey. Pain is a
day to day challenge for older adults and they are more
prone to pain because of different age-related problems and
diseases. Chronic neuropathic pain prevalence in our study
was 13.7%, a little bit higher than similar studies. Population
surveys in France [5], Morocco [6], and UK [4] and a recent
systematic review of epidemiological studies [44] reported 6-
10% prevalence for neuropathic pain. It is noteworthy that
older adults with neuropathic pain usemore health care com-
pared with patients with nociceptive pain [45]. Argoff argued
that the burden of neuropathic pain in older adults may be
uniquely experienced for several reasons. First, older adults
have the potential for greater pharmacokinetic and phar-
macodynamics challenges compared to younger individuals,
due to the former’s increased likelihood of comorbidities and
need formultiple medications. Second, cognitive dysfunction
is more common in older patients compared with younger
individuals, and may cause further challenges for clinicians
and other care providers who are involved in assessing pain
and responses to therapy. Finally, various other social factors,
including lack of access to medical treatment, may result in
the undertreatment of pain within older adults [46]. It should
be emphasized that prevalence of neuropathic pain is driven
based on question part of DN4 and it may be underestimated,
and this is one of our limitations.
In our study, more than two-thirds of participants
reported pain in overall and about one-third had chronic
pain. However, a plethora of research has revealed that
chronic pain prevalence among elderly populations varies
considerably, ranging from 27% to 53% [47–50]. Inconsis-
tency in pain prevalence in different studies has been due to
various factors like pain definitions and recall periods [51].
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The present finding also supports previous studies which
concluded that the most common pain was in the back and
knee parts. In older adults, benign or mild back pain seems
to be less frequent compared with other age groups, but they
experience more episodes with severe or disabling back pain
[52]. Back and knee pain proved to be significant contributors
to individuals’ quality of life (QoL), and proper management
of these conditions can help improve QoL [53, 54].
Our finding indicated that women were more affected by
pain. This finding is supported by both cross-sectional [48,
55], review studies conducted by Bartley & Fillingim [56] and
Fillingim et al. [57], and a cross-national study among 61,157
older adults in Europe [58]. There is still no proven evidence
to justify the etiology of sex differences in terms of pain.
However, many studies support differences in perception of
pain due to biological, psychosocial, and cultural differences
[56, 57, 59], but also gender differences in roles, beliefs, or
coping strategies could contribute to the observed differences
between men and women [60]. Other findings illustrated
that there is no significant relationship between pain and
sociodemographic characteristics, which was inconsistent
with Lekpa et al. [61] and Pazzaglia et al. study results in sub-
Saharan African elderly [62].
Similar to prior research, it was found that pain was
associated with comorbidities and disabilities. In Concord
Health and Ageing in Men Project (CHAMP), a cohort study
among men aged 70 years and over in Australia, Blyth et
al. observed that pain, frailty, and comorbidity can cooccur
[63]. Also, Leong et al. reported an association between high
comorbidity and pain severity among pain clinic attendants
[64]. Applying a new measure for comorbidity and disability
definition, this finding was confirmed in a current study with
a larger sample of participants. Neither for comorbidities
and chronic nor for mental health we could not establish
a cause and effect relation in this study. Large community-
based and cluster sampling is one of this study advantages and
participants were not selected based on pain-related help-
seeking behavior.
Less is known about the psychological dysfunction asso-
ciated with pain among older adults [65], and the association
between variability in pain experience and mental health is
bidirectional [66, 67]. We found significant mental health
difference between groups consistent with findings of past
studies by López-López et al. in Spain [68], Dragioti et al.
in Sweden [69], and de Koning et al. in an analysis across
6 European cohorts [70]. However, this difference could be
due to pain or other comorbidities. In 2018 Brooks et al.
demonstrate that pain and depressive symptoms may be
linked to functional limitations [71], also Freynhagen et al.
confirmed that depression and anxiety appear to be more
common in patients with neuropathic pain compared to
those without [72]. Based on the second wave of Healthcare
for Communities (HCC2), Brennan Braden et al. discovered
that chronic pain leads to more use of mental wellbeing
services and higher distress in healthcare settings among
older adults [73].
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t df P-valueNo Yes No Yes
M ± SD M ± SD M ± SD M ± SD
GHQ-28 50.12 ± 10.69 54.07 ± 11.17 - 11.42 5324 < 0.001 50.07 ± 1072 53.89 ± 11.07 - 11.36 5324 < 0.001
5. Conclusion
In addition to neuropathic pain, other subtypes of pain
prevalence and the comorbidities are determined in the
community-dwelling elder adults. This study highlights the
importance of neuropathic pain and its adverse consequences
and can be used to manage this populations’ needs in Iran
effectively.
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[2] M. L. Haanpää, M.-M. Backonja, M. I. Bennett et al., “Assess-
ment of neuropathic pain in primary care,”American Journal of
Medicine, vol. 122, no. 10, pp. 13–21, 2009.
[3] B. Nicholson, “Differential diagnosis: Nociceptive and neuro-
pathic pain,” American Journal of Managed Care, vol. 12, no. 9,
pp. S256–S262, 2006.
[4] N. Torrance, B. H. Smith, M. I. Bennett, and A. J. Lee, “The
epidemiology of chronic pain of predominantly neuropathic
origin. Results from a general population survey,” e Journal
of Pain, vol. 7, no. 4, pp. 281–289, 2006.
[5] D. Bouhassira, M. Lantéri-Minet, N. Attal, B. Laurent, and C.
Touboul, “Prevalence of chronic pain with neuropathic char-
acteristics in the general population,” PAIN, vol. 136, no. 3, pp.
380–387, 2008.
[6] G.Harifi,M.Amine,M.AitOuazar et al., “Prevalence of chronic
pain with neuropathic characteristics in the moroccan general
population: a national survey,” Pain Medicine, vol. 14, no. 2, pp.
287–292, 2013.
[7] M. Ahmad and C. R. Goucke, “Management strategies for the
treatment of neuropathic pain in the elderly,” Drugs & Aging,
vol. 19, no. 12, pp. 929–945, 2002.
[8] R. H. Dworkin, A. B. O’Connor, M. Backonja et al., “Phar-
macologic management of neuropathic pain: evidence-based
recommendations,” PAIN, vol. 132, no. 3, pp. 237–251, 2007.
[9] E. Ickowicz, B. Ferrell, D. Casarett et al., “The management
of persistent pain in older persons,” Journal of the American
Geriatrics Society, vol. 50, pp. S205–S224, 2002.
[10] Y. Takai, N. Yamamoto-Mitani, S. Kawakami, Y. Abe, M. Ka-
miyama, and S. Saito, “Differences between Nurses’ and Care
Workers’ Estimations of Pain Prevalence among Older Resi-
dents,” Pain Management Nursing, vol. 16, no. 1, pp. 20–32, 2015.
[11] I. Ghanei, B. E. Rosengren, R. Hasserius et al., “The prevalence
and severity of low back pain and associated symptoms in 3,009
old men,” European Spine Journal, vol. 23, no. 4, pp. 814–820,
2014.
[12] J. Scheele, W. T. M. Enthoven, S. M. A. Bierma-Zeinstra et
al., “Characteristics of older patients with back pain in general
practice: BACE cohort study,” European Journal of Pain, vol. 18,
no. 2, pp. 279–287, 2014.
[13] P. Sawyer, E. V. Bodner, C. S. Ritchie, and R. M. Allman, “Pain
and pain medication use in community-dwelling older adults,”
American Journal of Geriatric Pharmacotherapy, vol. 4, no. 4, pp.
316–324, 2006.
[14] A. S. Buchman, R. C. Shah, S. E. Leurgans, P. A. Boyle, R. S.
Wilson, and D. A. Bennett, “Musculoskeletal pain and incident
disability in community-dwelling older adults,”Arthritis Care&
Research, vol. 62, no. 9, pp. 1287–1293, 2010.
[15] M. G. Stineman, D. Xie, Q. Pan, J. E. Kurichi, D. Saliba,
and J. Streim, “Activity of daily living staging, chronic health
conditions, and perceived lack of home accessibility features for
elderly people living in the community,” Journal of the American
Geriatrics Society, vol. 59, no. 3, pp. 454–462, 2011.
[16] A. Marengoni, E. Von Strauss, D. Rizzuto, B. Winblad, and
L. Fratiglioni, “The impact of chronic multimorbidity and
disability on functional decline and survival in elderly persons.
A community-based, longitudinal study,” Journal of Internal
Medicine, vol. 265, no. 2, pp. 288–295, 2009.
[17] R. Wilkie, G. Peat, E. Thomas, and P. Croft, “Factors associated
with restricted mobility outside the home in community-
dwelling adults ages fifty years and older with knee pain: An
example of use of the international classification of function-
ing to investigate participation restriction,” Arthritis Care &
Research, vol. 57, no. 8, pp. 1381–1389, 2007.
[18] K. E. Mansfield, J. Sim, J. L. Jordan, and K. P. Jordan, “A sys-
tematic review and meta-analysis of the prevalence of chronic
widespread pain in the general population,” PAIN, vol. 157, no.
1, pp. 55–64, 2015.
Pain Research and Treatment 7
[19] R.Vellucci, “Heterogeneity of chronic pain,”Clinical Drug Inves-
tigation, vol. 32, no. 1, pp. 3–10, 2012.
[20] D. Stephens, “World Health Organization’s international classi-
fication of functioning, disability and health - ICF,” Journal of
Audiological Medicine, vol. 10, no. 3, 2001.
[21] B. Pollard, M. Johnston, and P. Dieppe, “What do osteoarthritis
health outcome instruments measure? Impairment, activity
limitation, or participation restriction?”e Journal of Rheuma-
tology, vol. 33, no. 4, pp. 757–763, 2006.
[22] M. Di Bari, A. Virgillo, D. Matteuzzi et al., “Predictive validity
of measures of comorbidity in older community dwellers: The
Insufficienza Cardiaca negli Anziani Residenti a Dicomano
study,” Journal of the American Geriatrics Society, vol. 54, no. 2,
pp. 210–216, 2006.
[23] R. Rozzini, G. B. Frisoni, L. Ferrucci et al., “Geriatric Index of
Comorbidity: Validation and comparison with other measures
of comorbidity,”Age andAgeing, vol. 31, no. 4, pp. 277–285, 2002.
[24] D. M. W. Kriegsman, D. J. H. Deeg, and W. A. B. Stalman,
“Comorbidity of somatic chronic diseases and decline in phys-
ical functioning: The Longitudinal Aging Study Amsterdam,”
Journal of Clinical Epidemiology, vol. 57, no. 1, pp. 55–65, 2004.
[25] M. van der Leeden, C. Veenhof, L. D. Roorda, and J. Dekker,
“Risk factors for functional decline in osteoarthritis of the
knee or hip,” Exercise and Physical Functioning in Osteoarthritis:
Medical, Neuromuscular and Behavioral Perspectives, pp. 39–48,
2014.
[26] M. J. Garver, B. C. Focht, J. Dials et al., “Weight status and
differences in mobility performance, pain symptoms, and phys-
ical activity in older, knee osteoarthritis patients,” Arthritis, vol.
2014, 2014.
[27] S. Zambon, P. Siviero, andM.Denkinger, “Role of osteoarthritis,
comorbidity, and pain in determining functional limitations in
older populations: European project on osteoarthritis,”Arthritis
Care & Research, vol. 68, no. 6, pp. 801–810, 2016.
[28] P. Siviero, S. Zambon, F. Limongi et al., “HowHandOsteoarthri-
tis, Comorbidity, and Pain Interact to Determine Functional
Limitation in Older People: Observations From the European
Project onOSteoArthritis Study,”Arthritis&Rheumatology, vol.
68, no. 11, pp. 2662–2670, 2016.
[29] R. D. Lee and A. Mason, Population Aging and the Generational
Economy: A Global Perspective, Edward Elgar Publishing, 2011.
[30] V. Rashedi,M.Asadi-Lari, A.Delbari, R. Fadayevatan, V. Borha-
ninejad, and M. Foroughan, “Prevalence of diabetes type 2 in
older adults: Findings from a large population-based survey
in Tehran, Iran (Urban HEART-2),” Diabetes & Metabolic
Syndrome: Clinical Research & Reviews, vol. 11, pp. S347–S350,
2017.
[31] A. Asghari, N. Ghaderi, and A. Ashory, “The prevalence of pain
among residents of nursing homes and the impact of pain on
their mood and quality of life,”Archives of IranianMedicine, vol.
9, no. 4, pp. 368–373, 2006.
[32] S. Zarei, S. Bigizadeh, M. Pourahmadi, and M. A. Ghobadifar,
“Chronic pain and its determinants: A population-based study
in southern Iran,”e Korean Journal of Pain, vol. 25, no. 4, pp.
245–253, 2012.
[33] M. Foroughan, F. Mohammadi Shahboulaghi, Z. Jafari, V.
Rashedi, and A. Biglarian, “Pain characteristics of older resi-
dents in Iranian nursing homes,” Eastern Mediterranean Health
Journal, 2018.
[34] A. Bonnewyn, C. Katona, R. Bruffaerts et al., “Pain and depres-
sion in older people: Comorbidity and patterns of help seeking,”
Journal of Affective Disorders, vol. 117, no. 3, pp. 193–196, 2009.
[35] M. Asadi-Lari, M. R. Vaez-Mahdavi, S. Faghihzadeh et al.,
“Response-oriented measuring inequalities in Tehran: Second
round of Urban health equity assessment and response tool
(Urban HEART-2), concepts and framework,” Medical Journal
of e Islamic Republic of Iran, vol. 27, no. 4, pp. 236–248, 2013.
[36] M. Asadi-Lari, A. Khosravi, S. Nedjat et al., “Socioeconomic
status and prevalence of self-reported diabetes among adults in
Tehran: Results from a large population-based cross-sectional
study (UrbanHEART-2),” Journal of Endocrinological Investiga-
tion, vol. 39, no. 5, pp. 515–522, 2016.
[37] V. Rashedi, M. Asadi-Lari, M. Foroughan, A. Delbari, and R.
Fadayevatan, “Prevalence of disability in Iranian older adults in
Tehran, Iran: A population-based study,” Journal of Health and
Social Sciences, vol. 1, no. 3, pp. 251–262, 2016.
[38] D. P. Goldberg and V. F. Hillier, “A scaled version of the General
Health Questionnaire,” Psychological Medicine, vol. 9, no. 1, pp.
139–145, 1979.
[39] S. K. Malakouti, P. Fatollahi, A. Mirabzadeh, and T. Zandi,
“Reliability, validity and factor structure of the GHQ-28 used
among elderly Iranians,” International Psychogeriatrics, vol. 19,
no. 4, pp. 623–634, 2007.
[40] D. Bouhassira, N. Attal, H. Alchaar et al., “Comparison of
pain syndromes associatedwith nervous or somatic lesions and
development of a new neuropathic pain diagnostic question-
naire (DN4),” PAIN, vol. 114, no. 1-2, pp. 29–36, 2005.
[41] C. Perez, R. Galvez, S. Huelbes et al., “Validity and reliability
of the Spanish version of the DN4 (Douleur Neuropathique
4 questions) questionnaire for differential diagnosis of pain
syndromes associated to a neuropathic or somatic component,”
Health and Quality of Life Outcomes, vol. 5, article no. 66, 2007.
[42] M. Asadi-Lari, M. R. Vaez-Mahdavi, S. Faghihzadeh et al., “The
application of urban health equity assessment and response tool
(Urban HEART) in Tehran concepts and framework,” Medical
Journal of the Islamic Republic of Iran, vol. 24, no. 3, pp. 175–185,
2010.
[43] S. P. Madani, H. R. Fateh, B. Forogh et al., “Validity and
Reliability of the Persian (Farsi) Version of the DN4 (Douleur
Neuropathique 4 Questions) Questionnaire for Differential
Diagnosis of Neuropathic from Non-Neuropathic Pains,” Pain
Practice, vol. 14, no. 5, pp. 427–436, 2014.
[44] O. VanHecke, S. K. Austin, R. A. Khan, B. H. Smith, andN. Tor-
rance, “Erratum:Neuropathic pain in the general population: A
systematic review of epidemiological studies” (Pain 155(4) pp.
654-662 (2014)),” PAIN, vol. 155, no. 9, p. 1907, 2014.
[45] N. Attal, M. Lanteri-Minet, B. Laurent, J. Fermanian, and D.
Bouhassira, “The specific disease burden of neuropathic pain:
results of a French nationwide survey,” PAIN, vol. 152, no. 12,
pp. 2836–2843, 2011.
[46] C. E. Argoff, “Comprehensive Management of Neuropathic
Pain in Older Adults: An Introduction,” Journal of Pain and
Symptom Management, vol. 38, no. 2, pp. S1–S3, 2009.
[47] C. Larsson, E. E. Hansson, K. Sundquist, and U. Jakobsson,
“Chronic pain in older adults: prevalence, incidence, and risk
factors,” Scandinavian Journal of Rheumatology, vol. 46, no. 4,
pp. 317–325, 2017.
[48] K. V. Patel, J. M. Guralnik, E. J. Dansie, and D. C. Turk, “Preva-
lence and impact of pain among older adults in the United
States: findings from the 2011 NationalHealth andAging Trends
study,” PAIN, vol. 154, no. 12, pp. 2649–2657, 2013.
[49] U. Jakobsson, “The epidemiology of chronic pain in a general
population: Results of a survey in southern Sweden,” Scandina-
vian Journal of Rheumatology, vol. 39, no. 5, pp. 421–429, 2010.
8 Pain Research and Treatment
[50] H.-Y. Yu, F.-I. Tang, B. I.-T. Kuo, and S. Yu, “Prevalence,
interference, and risk factors for chronic pain among taiwanese
community older people,” Pain Management Nursing, vol. 7, no.
1, pp. 2–11, 2006.
[51] A. Tsang, M. Von Korff, S. Lee et al., “Common chronic
pain conditions in developed and developing countries: gender
and age differences and comorbidity with depression-anxiety
disorders,”e Journal of Pain, vol. 9, no. 10, pp. 883–891, 2008.
[52] C. E. Dionne, K. M. Dunn, and P. R. Croft, “Does back pain
prevalence really decrease with increasing age? A systematic
review,” Age and Ageing, vol. 35, no. 3, pp. 229–234, 2006.
[53] E. Thomas, G. Peat, L. Harris, R. Wilkie, and P. R. Croft,
“The prevalence of pain and pain interference in a general
population of older adults: Cross-sectional findings from the
North Staffordshire Osteoarthritis Project (NorStOP),” PAIN,
vol. 110, no. 1-2, pp. 361–368, 2004.
[54] W. Kim, Y. S. Jin, C. S. Lee, S.-I. Bin, S. Y. Lee, and K. H. Choi,
“Influence of Knee Pain and Low Back Pain on the Quality of
Life in Adults OlderThan 50 Years of Age,” PM&R :e Journal
of Injury, Function, and Rehabilitation, vol. 7, no. 9, pp. 955–961,
2015.
[55] E. Dragioti, B. Larsson, L. Bernfort, L. Levin, and B. Gerdle,
“Prevalence of different pain categories based on pain spreading
on the bodies of older adults in sweden: A descriptive-level
and multilevel association with demographics, comorbidities,
medications, and certain lifestyle factors (PainS65+),” Journal
of Pain Research, vol. 9, pp. 1131–1141, 2016.
[56] E. J. Bartley andR. B. Fillingim, “SexDifferences in Pain,” Survey
of Anesthesiology, vol. 60, no. 4, pp. 175-176, 2016.
[57] R. B. Fillingim, C. D. King, M. C. Ribeiro-Dasilva, B. Rahim-
Williams, and J. L. Riley III, “Sex, gender, and pain: a review of
recent clinical and experimental findings,” e Journal of Pain,
vol. 10, no. 5, pp. 447–485, 2009.
[58] M. Cimas, A. Ayala, B. Sanz, M. S. Agulló-Tomás, A. Escobar,
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